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b. The provider shall complete Form 470-2579, Application for Authorization to Make Pre-
sumptive Medicaid Eligibility Determinations, and submit it to the department for approval in order to
become certified as a provider qualified to make presumptive eligibility determinations.  Once the pro-
vider has been approved as a provider qualified to make presumptive Medicaid eligibility determina-
tions, Form 470-2582, Memorandum of Understanding Between the Iowa Department of Human Ser-
vices and a Qualified Provider, shall be signed by the provider and the department.

c. Once the qualified provider has made a presumptive eligibility determination for a pregnant
woman, the provider shall:

(1) Contact the department to obtain a state identification number for the pregnant woman who
has been determined presumptively eligible.

(2) Notify the department in writing of the determination within five working days after the date
the presumptive determination is made.  A copy of the Presumptive Medicaid Eligibility Notice of De-
cision, Form 470-2580 or 470-2580(S), shall be used for this purpose.

(3) Inform the pregnant woman in writing, at the time the determination is made, that if she chose
not to apply for Medicaid on the Health Services Application, Form 470-2927 or 470-2927(S), she has
until the last day of the month following the month of the preliminary determination to file an applica-
tion with the department.  A Presumptive Medicaid Eligibility Notice of Decision, Form 470-2580,
shall be issued by the qualified provider for this purpose.

(4) Forward copies of the Health Services Application, Form 470-2927 or 470-2927(S), to the ap-
propriate offices for eligibility determinations if the pregnant woman indicated on the application that
she was applying for any of the other programs listed on the application.  These copies shall be for-
warded within two working days from the date of the presumptive determination.

d. In the event that a pregnant woman needing prenatal care does not appear to be presumptively
eligible, the qualified provider shall inform the pregnant woman that she may file an application at the
local department office if she wishes to have a formal determination made.

e. Presumptive eligibility shall end under any of the following conditions:
(1) The woman fails to file an application for Medicaid in accordance with rule 441—76.1(249A)

by the last day of the month following the month of the presumptive eligibility determination.
(2) The woman files a Medicaid application by the last day of the month following the month of

the presumptive eligibility determination and has been found ineligible for Medicaid.
(3) Rescinded IAB 5/1/91, effective 7/1/91.
f. The adequate and timely notice requirements and appeal rights associated with an application

that is filed pursuant to rule 441—76.1(249A) shall apply to an eligibility determination made on the
Medicaid application.  However, notice requirements and appeal rights of the Medicaid program shall
not apply to a woman who is:

(1) Denied presumptive eligibility by a qualified provider.
(2) Determined to be presumptively eligible by a qualified provider and whose presumptive eligi-

bility ends because the woman fails to file an application by the last day of the month following the
month of the initial presumptive eligibility determination.

(3) Rescinded IAB 5/1/91, effective 7/1/91.
g. A woman shall not be determined to be presumptively eligible for Medicaid more than once

per pregnancy.
75.1(31) Persons and families terminated from the family medical assistance program (FMAP)

due to the increased earnings of the specified relative in the eligible group.  Medicaid shall be available
for a period of up to 12 additional months to families who are canceled from FMAP as provided in
subrule 75.1(14) because the specified relative of a dependent child receives increased income from
employment.
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For the purposes of this subrule, “family” shall mean individuals living in the household whose
needs and income were included in determining the FMAP eligibility of the household members at the
time that the FMAP benefits were terminated.  “Family” also includes those individuals whose needs
and income would be taken into account in determining the FMAP eligibility of household members if
the household were applying in the current month.

a. Increased income from employment includes:
(1) Beginning employment.
(2) Increased rate of pay.
(3) Increased hours of employment.
b. In order to receive transitional Medicaid coverage under these provisions, an FMAP family

must have received FMAP during at least three of the six months immediately preceding the month in
which ineligibility occurred.

c. The 12 months’ Medicaid transitional coverage begins the day following termination of
FMAP eligibility.

d. When ineligibility is determined to occur retroactively, the transitional Medicaid coverage be-
gins with the first month in which FMAP eligibility was erroneously granted, unless the provisions of
paragraph “f”  below apply.

e. Rescinded IAB 8/12/98, effective 10/1/98.
f. Transitional Medicaid shall not be allowed under these provisions when it has been determined that

the recipient received FMAP in any of the six months immediately preceding the month of cancellation as
the result of fraud.  Fraud shall be defined in accordance with Iowa Code Supplement section 239B.14.

g. During the transitional Medicaid period, assistance shall be terminated at the end of the first month
in which the eligible group ceases to include a child, as defined by the family medical assistance program.

h. If the family receives transitional Medicaid coverage during the entire initial six-month period and
has returned, by the twenty-first day of the fourth month, a complete Notice of Decision/Quarterly Income
Report, Form 470-2663 or 470-2663(S), Medicaid shall continue for an additional six months, subject to
paragraphs “g”  and “i” of this subrule.  Failure to return a completed form shall result in cancellation of
assistance.  A completed form is a form with all items answered, signed, dated no earlier than the first day of
the budget month, and accompanied by verification as required in paragraphs 75.57(1)“f”  and 75.57(2)“l.”

i. Assistance shall be terminated at the close of the first or fourth month of the additional six-
month period if any of the following conditions exist:

(1) The family fails to return a complete Notice of Decision/Quarterly Income Report, Form
470-2663 or 470-2663(S), by the twenty-first day of the first month or the fourth month of the addition-
al six-month period as required in paragraph 75.1(31)“h,”  unless the family establishes good cause for
failure to report on a timely basis.  Good cause for failure to return the report timely shall be established
when the family demonstrates one or more of the following conditions exist:

1. There was a serious illness or death of the recipient or a member of the recipient’s family.
2. There was a family emergency or household disaster, such as a fire, flood, or tornado.
3. The recipient offers a good cause beyond the recipient’s control.
4. There was a failure to receive the department’s notification for a reason not attributable to the

recipient.  Lack of a forwarding address is attributable to the recipient.
(2) The specified relative had no earnings in one or more of the previous three months, unless the

lack of earnings was due to an involuntary loss of employment, illness, or there were instances when
problems could negatively impact the client’s achievement of self-sufficiency as described at
441—subrule 93.133(4).

(3) It is determined that the family’s average gross earned income, minus child care expenses for
the children in the eligible group necessary for the employment of the specified relative, during the
immediately preceding three-month period exceeds 185 percent of the federal poverty level as defined
by the United States Office of Management and Budget and revised annually in accordance with Sec-
tion 673(2) of the Omnibus Budget Reconciliation Act of 1981.
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j. These provisions apply to specified relatives defined at paragraph 75.55(1)“a,”  including:
(1) Any parent who is in the home.  This includes parents who are included in the eligible group as

well as those who are not.
(2) A stepparent who is included in the eligible group and who has assumed the role of the caretaker

relative due to the absence or incapacity of the parent.
(3) A needy specified relative who is included in the eligible group.
k. The timely notice requirements as provided in 441—subrule 76.4(1) shall not apply when it is

determined that the family failed to meet the eligibility criteria specified in paragraph “g”  or “i”  above.
Transitional Medicaid shall be terminated beginning with the first month following the month in which
the family no longer met the eligibility criteria.  An adequate notice shall be provided to the family when
any adverse action is taken.

75.1(32) Persons and families terminated from refugee cash assistance (RCA) because of income
earned from employment.  Refugee medical assistance (RMA) shall be available as long as the eight-
month limit for the refugee program is not exceeded to persons who are receiving RMA and who are
canceled from the RCA program solely because a member of the eligible group receives income from
employment.

a. An RCA recipient shall not be required to meet any minimum program participation time frames
in order to receive RMA coverage under these provisions.

b. A person who returns to the home after the family became ineligible for RCA may be included in
the eligible group for RMA coverage if the person was included on the assistance grant the month the
family became ineligible for RCA.

75.1(33) Qualified disabled and working persons.  Medicaid shall be available to cover the cost of
the premium for Part A of Medicare (hospital insurance benefits) for qualified disabled and working
persons.

a. Qualified disabled and working persons are persons who meet the following requirements:
(1) The person’s monthly income does not exceed 200 percent of the federal poverty level applica-

ble to the family size involved.
(2) The person’s resources do not exceed twice the maximum amount allowed under the supple-

mental security income (SSI) program.
(3) The person is not eligible for any other Medicaid benefits.
(4) The person is entitled to enroll in Medicare Part A of Title XVIII under Section 1818A of the

Social Security Act (as added by Section 6012 of OBRA 1989).
b. The amount of the person’s income and resources shall be determined as under the SSI program.
75.1(34) Specified low-income Medicare beneficiaries.  Medicaid shall be available to persons who

are entitled to hospital insurance under Part A of Medicare to cover the cost of the Medicare Part B pre-
mium, provided the following conditions are met:

a. The person’s monthly income exceeds 100 percent of the federal poverty level but is less than the
following percentage of the federal poverty level (as defined by the United States Office of Management
and Budget and revised annually in accordance with Section 673(2) of the Omnibus Budget Reconcilia-
tion Act of 1981) applicable to a family of the size involved:

(1) 110 percent effective January 1, 1993.
(2) 120 percent effective January 1, 1995, and thereafter.
b. The person’s resources do not exceed twice the maximum amount of resources that a person may

have and obtain benefits under the Supplemental Security Income (SSI) program.
c. The amount of income and resources shall be determined as under the SSI program unless the

person lives and is expected to live at least 30 consecutive days in a medical institution and has a spouse at
home.  Then the resource determination shall be made according to subrules 75.5(3) and 75.5(4).  In-
come shall not include any amount of social security income attributable to the cost-of-living increase
through the month following the month in which the annual revision of the official poverty level is pub-
lished.
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d. The effective date of eligibility shall be as set forth in rule 441—76.5(249A).
75.1(35) Medically needy persons.
a. Coverage groups.  Subject to other requirements of this chapter, Medicaid shall be available to

the following persons:
(1) Pregnant women.  Pregnant women who would be eligible for FMAP-related coverage groups

except for excess income or resources.  For FMAP-related programs, pregnant women shall have the
unborn child or children counted in the household size as if the child or children were born and living
with them.

(2) FMAP-related persons under the age of 19.  Persons under the age of 19 who would be eligible
for an FMAP-related coverage group except for excess income.

(3) CMAP-related persons under the age of 21.  Persons under the age of 21 who would be eligible
in accordance with subrule 75.1(15) except for excess income.

(4) SSI-related persons.  Persons who would be eligible for SSI except for excess income or re-
sources.

(5) FMAP-specified relatives.  Persons whose income or resources exceed the family medical as-
sistance program’s limit and who are a specified relative as defined at subrule 75.55(1) living with a
child who is determined dependent.

b. Resources and income of all persons considered.
(1) Resources of all specified relatives and of all potentially eligible individuals living together,

except as specified at subparagraph 75.1(35)“b” (2) or who are excluded in accordance with the provi-
sions of rule 441—75.59(249A), shall be considered in determining eligibility of adults.  Resources of
all specified relatives and of all potentially eligible individuals living together shall be disregarded in
determining eligibility of children.  Income of all specified relatives and of all potentially eligible indi-
viduals living together, except as specified at subparagraph 75.1(35)“b” (2) or who are excluded in
accordance with the provisions of rule 441—75.59(249A), shall be considered in determining eligibil-
ity.

(2) The amount of income of the responsible relative that has been counted as available to an
FMAP household or SSI individual shall not be considered in determining the countable income for the
medically needy eligible group.

(3) The resource determination shall be according to subrules 75.5(3) and 75.5(4) when one
spouse is expected to reside at least 30 consecutive days in a medical institution.

c. Resources.
(1) The resource limit for adults in SSI-related households shall be $10,000 per household.
(2) Disposal of resources for less than fair market value by SSI-related applicants or members

shall be treated according to policies specified in rule 441—75.23(249A).
(3) The resource limit for FMAP- or CMAP-related adults shall be $10,000 per household.  In es-

tablishing eligibility for children for this coverage group, resources of all persons in the eligible group,
regardless of age, shall be disregarded.  In establishing eligibility for adults for this coverage group,
resources shall be considered according to department of public health 641—subrule 75.4(2).

(4) The resources of SSI-related persons shall be treated according to SSI policies.
(5) When a resource is jointly owned by SSI-related persons and FMAP-related persons, the re-

source shall be treated according to SSI policies for the SSI-related person and according to FMAP
policies for the FMAP-related persons.

d. Income.  All unearned and earned income, unless specifically exempted, disregarded, de-
ducted for work expenses, or diverted shall be considered in determining initial and continuing eligi-
bility.
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(1) Income policies specified in subrules 75.57(1) through 75.57(8), and paragraphs 75.57(9)“c,”
“g,” “h,”  and “i”  regarding treatment of earned and unearned income are applied to FMAP-related
and CMAP-related persons when determining initial eligibility and the two-step process for determin-
ing continuing eligibility unless otherwise specified.  The three-step process for determining initial
eligibility and the two-step process for determining ongoing eligibility, as described at rule
441—75.57(249A), shall not apply to medically needy persons.

(2) Income policies as specified in federal SSI regulations regarding treatment of earned and un-
earned income are applied to SSI-related persons when determining initial and continuing eligibility.

(3) The monthly income shall be determined prospectively unless actual income is available.
(4) The income for the certification period shall be determined by adding both months’ net income

together to arrive at a total.
(5) The income for the retroactive certification period shall be determined by adding each month

of the retroactive period to arrive at a total.
e. Medically needy income level (MNIL).
(1) The MNIL is based on 133 1/3 percent of the schedule of basic needs, as provided in subrule

75.58(2), with households of one treated as households of two, as follows:

Number of Persons 1 2 3 4 5 6 7 8 9 10

MNIL $483 $483 $566 $666 $733 $816 $891 $975 $1058 $1158

Each additional person $116
(2) When determining household size for the MNIL, all potential eligibles and all individuals

whose income is considered as specified in paragraph 75.1(35)“b”  shall be included unless the person
has been excluded according to the provisions of rule 441—75.59(249A).

(3) The MNIL for the certification period shall be determined by adding both months’ MNIL to
arrive at a total.

The MNIL for the retroactive certification period shall be determined by adding each month of the
retroactive period to arrive at a total.

(4) The total net countable income for the certification period shall be compared to the total MNIL
for the certification period based on family size as specified in subparagraph (2).

If the total countable net income is equal to or less than the total MNIL, the medically needy individ-
uals shall be eligible for Medicaid.

If the total countable net income exceeds the total MNIL, the medically needy individuals shall not
be eligible for Medicaid unless incurred medical expenses equal or exceed the difference between the
net income and the MNIL.

(5) Effective date of approval.  Eligibility during the certification period or the retroactive certifi-
cation period shall be effective as of the first day of the first month of the certification period or the
retroactive certification period when the medically needy income level (MNIL) is met.
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f. Verification of medical expenses to be used in spenddown calculation.  The applicant or mem-
ber shall submit evidence of medical expenses that are for noncovered Medicaid services and for cov-
ered services incurred prior to the certification period to the department on a claim form, which shall be
completed by the medical provider.  In cases where the provider is uncooperative or where returning to
the provider would constitute an unreasonable requirement on the applicant or member, the form shall
be completed by the worker.  Verification of medical expenses for the applicant or member that are
covered Medicaid services and occurred during the certification period shall be submitted by the pro-
vider to the Iowa Medicaid enterprise on a claim form.  The applicant or member shall inform the pro-
vider of the applicant’s or member’s spenddown obligation at the time services are rendered or at the
time the applicant or member receives notification of a spenddown obligation.  Verification of allow-
able expenses incurred for transportation to receive medical care as specified in rule
441—78.13(249A) shall be verified on Form 470-0394, Medical Transportation Claim.

Applicants who have not established that they met spenddown in the current certification period
shall be allowed 12 months following the end of the certification period to submit medical expenses for
that period or 12 months following the date of the notice of decision when the certification period had
ended prior to the notice of decision.

g. Spenddown calculation.
(1) Medical expenses that are incurred during the certification period may be used to meet spend-

down.  Medical expenses incurred prior to a certification period shall be used to meet spenddown if not
already used to meet spenddown in a previous certification period and if all of the following require-
ments are met.  The expenses:

1. Remain unpaid as of the first day of the certification period.
2. Are not Medicaid-payable in a previous certification period or the retroactive certification pe-

riod.
3. Are not incurred during any prior certification period with the exception of the retroactive peri-

od in which the person was conditionally eligible but did not meet spenddown.
Notwithstanding numbered paragraphs “1” through “3” above, paid medical expenses from the ret-

roactive period can be used to meet spenddown in the retroactive period or in the certification period
for the two months immediately following the retroactive period.

(2) Order of deduction.  Spenddown shall be adjusted when a bill for a Medicaid-covered service
incurred during the certification period has been applied to meet spenddown if a bill for a covered ser-
vice incurred prior to the certification period is subsequently received.  Spenddown shall also be ad-
justed when a bill for a noncovered Medicaid service is subsequently received with a service date prior
to the Medicaid-covered service.  Spenddown shall be adjusted when an unpaid bill for a Medicaid-
covered service incurred during the certification period has been applied to meet spenddown if a paid
bill for a covered service incurred in the certification period is subsequently received with a service
date prior to the date of the notice of spenddown status.

If spenddown has been met and a bill is received with a service date after spenddown has been met,
the bill shall not be deducted to meet spenddown.

Incurred medical expenses, including those reimbursed by a state or political subdivision program
other than Medicaid, but excluding those otherwise subject to payment by a third party, shall be de-
ducted in the following order:

1. Medicare and other health insurance premiums, deductibles, or coinsurance charges.
EXCEPTION:  When some of the household members are eligible for full Medicaid benefits under the

Health Insurance Premium Payment Program (HIPP), as provided in rule 441—75.21(249A), the
health insurance premium shall not be allowed as a deduction to meet the spenddown obligation of
those persons in the household in the medically needy coverage group.
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2. An average statewide monthly standard deduction for the cost of medically necessary personal
care services provided in a licensed residential care facility shall be allowed as a deduction for spend-
down.  These personal care services include assistance with activities of daily living such as prepara-
tion of a special diet, personal hygiene and bathing, dressing, ambulation, toilet use, transferring, eat-
ing, and managing medication.

The average statewide monthly standard deduction for personal care services shall be based on the
average per day rate of health care costs associated with residential care facilities participating in the
state supplementary assistance program for a 30.4-day month as computed in the Compilation of Vari-
ous Costs and Statistical Data (Category:  All; Type of Care:  Residential Care Facility; Location:  All;
Type of Control:  All).  The average statewide standard deduction for personal care services used in the
medically needy program shall be updated and effective the first day of the first month beginning two
full months after the release of the Compilation of Various Costs and Statistical Data for the previous
fiscal year.

3. Medical expenses for necessary medical and remedial services that are recognized under state
law but not covered by Medicaid, chronologically by date of submission.

4. Medical expenses for acupuncture, chronologically by date of submission.
5. Medical expenses for necessary medical and remedial services that are covered by Medicaid,

chronologically by date of submission.
(3) When incurred medical expenses have reduced income to the applicable MNIL, the individu-

als shall be eligible for Medicaid.
(4) Medical expenses reimbursed by a public program other than Medicaid prior to the certifica-

tion period shall not be considered a medical deduction.
h. Medicaid services.  Persons eligible for Medicaid as medically needy will be eligible for all

services covered by Medicaid except:
(1) Care in a nursing facility or an intermediate care facility for the mentally retarded.
(2) Care in an institution for mental disease.
(3) Care in a Medicare-certified skilled nursing facility.
(4) Rehabilitative treatment services pursuant to 441—Chapter 185.
i. Reviews.  Reviews of eligibility shall be made for SSI-related, CMAP-related, and FMAP-

related medically needy members with a zero spenddown as often as circumstances indicate but in no
instance shall the period of time between reviews exceed 12 months.

SSI-related, CMAP-related, and FMAP-related medically needy persons shall complete Form
470-3118 or 470-3118(S), Medicaid Review, as part of the review process when requested to do so by
the department.

j. Redetermination.  When an SSI-related, CMAP-related, or FMAP-related member who has
had ongoing eligibility because of a zero spenddown has income that exceeds the MNIL, a redeter-
mination of eligibility shall be completed to change the member’s eligibility to a two-month certifica-
tion with spenddown.  This redetermination shall be effective the month the income exceeds the MNIL
or the first month following timely notice.

(1) The Health Services Application, Form 470-2927 or 470-2927(S), or the Health and Financial
Support Application, Form 470-0462 or Form 470-0466(Spanish), shall be used to determine eligibil-
ity for SSI-related medically needy when an SSI recipient has been determined to be ineligible for SSI
due to excess income or resources in one or more of the months after the effective date of the SSI eligi-
bility decision.

(2) All eligibility factors shall be reviewed on redeterminations of eligibility.
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k. Recertifications.  A new application shall be made when the certification period has expired
and there has been a break in assistance as defined at rule 441—75.25(249A).  When the certification
period has expired and there has not been a break in assistance, the person shall use the Medicaid Re-
view, Form 470-3118 or 470-3118(S), to be recertified.

l. Disability determinations.  An applicant receiving social security disability benefits under Title
II of the Social Security Act or railroad retirement benefits based  on the Social Security Act definition of
disability by the Railroad Retirement Board shall be deemed disabled without any further determination.
In other cases under the medically needy program, the department shall conduct an independent deter-
mination of disability unless the applicant has been denied supplemental security income benefits based
on lack of disability and does not allege either (1) a disabling condition different from or in addition to that
considered by the Social Security Administration, or (2) that the applicant’s condition has changed or
deteriorated since the most recent Social Security Administration determination.

(1) In conducting an independent determination of disability, the department shall use the same criteria
required by federal law to be used by the Social Security Administration of the United States Department of
Health and Human Services in determining disability for purposes of Supplemental Security Income under
Title XVI of the Social Security Act.  The disability determination services bureau of the division of voca-
tional rehabilitation shall make the initial disability determination on behalf of the department.

(2) For an independent determination of disability, the applicant or the applicant’s authorized rep-
resentative shall complete, sign and submit Form 470-4459 or 470-4459(S), Authorization to Disclose
Information to the Department of Human Services, and either:

1. Form 470-2465, Disability Report for Adults, if the applicant is aged 18 or over; or
2. Form 470-3912, Disability Report for Children, if the applicant is under the age of 18.
(3) In connection with any independent determination of disability, the department shall deter-

mine whether reexamination of the person’s medical condition will be necessary for periodic redeter-
minations of eligibility.  When reexamination is required, the member or the member’s authorized rep-
resentative shall complete and submit the same forms as required in subparagraph (2).

75.1(36) Expanded specified low-income Medicare beneficiaries.  As long as 100 percent federal
funding is available under the federal Qualified Individuals (QI) Program, Medicaid benefits to cover
the cost of the Medicare Part B premium shall be available to persons who are entitled to Medicare Part
A provided the following conditions are met:

a. The person is not otherwise eligible for Medicaid.
b. The person’s monthly income is at least 120 percent of the federal poverty level but is less than

135 percent of the federal poverty level (as defined by the United States Office of Management and
Budget and revised annually in accordance with Section 673(2) of the Omnibus Budget Reconciliation
Act of 1981) applicable to a family of the size involved.

c. The person’s resources do not exceed twice the maximum amount of resources that a person
may have and obtain benefits under the Supplemental Security Income (SSI) program.

d. The amount of the income and resources shall be determined the same as under the SSI pro-
gram unless the person lives and is expected to live at least 30 consecutive days in a medical institution
and has a spouse at home.  Then the resource determination shall be made according to subrules 75.5(3)
and 75.5(4).  Income shall not include any amount of social security income attributable to the cost-of-
living increase through the month following the month in which the annual revision of the official pov-
erty level is published.

e. The effective date of eligibility shall be as set forth in rule 441—76.5(249A).
75.1(37) Home health specified low-income Medicare beneficiaries.  Rescinded IAB 10/30/02, ef-

fective 1/1/03.
75.1(38) Continued Medicaid for disabled children from August 22, 1996.  Medical assistance

shall be available to persons who were receiving SSI as of August 22, 1996, and who would continue to
be eligible for SSI but for Section 211(a) of the Personal Responsibility and Work Opportunity Act of
1996 (P.L. 104-193).
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75.1(39) Working persons with disabilities.
a. Medical assistance shall be available to all persons who meet all of the following conditions:
(1) They are disabled as determined pursuant to rule 441—75.20(249A), except that being en-

gaged in substantial gainful activity will not preclude a determination of disability.
(2) They are less than 65 years of age.
(3) They are members of families (including families of one) whose income is less than 250 per-

cent of the most recently revised official federal poverty level for the family.  Family income shall in-
clude gross income of all family members, less supplemental security income program disregards, ex-
emptions, and exclusions, including the earned income disregards.

(4) They receive earned income from employment or self-employment or are eligible under para-
graph “c.”

(5) They would be eligible for medical assistance under another coverage group set out in this rule
(other than the medically needy coverage groups at subrule 75.1(35)), disregarding all income, up to
$10,000 of available resources, and any additional resources held by the disabled individual in a retire-
ment account, a medical savings account, or an assistive technology account.  For this purpose, disabil-
ity shall be determined as under subparagraph (1) above.

(6) They have paid any premium assessed under paragraph “b”  below.
b. Eligibility for a person whose gross income is greater than 150 percent of the federal poverty

level for an individual is conditional upon payment of a premium.  Gross income includes all earned
and unearned income of the conditionally eligible person.  A monthly premium shall be assessed at the
time of application and at the annual review.  The premium amounts and the federal poverty level incre-
ments used to assess premiums will be adjusted annually on April 1.

(1) Beginning with the month of application, the monthly premium amount shall be established
for a 12-month period based on projected average monthly income for the 12-month period.  The
monthly premium established shall not be increased for any reason during the 12-month period.  The
premium shall not be reduced due to a change in the federal poverty level but may be reduced or elimi-
nated prospectively during the 12-month period if a reduction in projected average monthly income is
verified.

(2) Eligible persons are required to complete and return Form 470-3118 or 470-3118(S), Medicaid
Review, with income information during the twelfth month of the annual enrollment period to deter-
mine the premium to be assessed for the next 12-month enrollment period.

(3) Premiums shall be assessed as follows:
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IF THE INCOME OF THE ELIGIBLE
INDIVIDUAL IS ABOVE:

THE MONTHLY
PREMIUM IS:

150% of Federal Poverty Level $28
178% of Federal Poverty Level $52
206% of Federal Poverty Level $78
234% of Federal Poverty Level $101
262% of Federal Poverty Level $126
290% of Federal Poverty Level $151
318% of Federal Poverty Level $175
346% of Federal Poverty Level $202
374% of Federal Poverty Level $225
402% of Federal Poverty Level $250
430% of Federal Poverty Level $275
489% of Federal Poverty Level $307
548% of Federal Poverty Level $341
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IF THE INCOME OF THE ELIGIBLE
INDIVIDUAL IS ABOVE:

THE MONTHLY
PREMIUM IS:

607% of Federal Poverty Level $374
666% of Federal Poverty Level $406
725% of Federal Poverty Level $443

(4) Eligibility is contingent upon the payment of any assessed premiums.  Medical assistance eli-
gibility shall not be made effective for a month until the premium assessed for the month is paid.  The
premium must be paid within three months of the month of coverage or of the month of initial billing,
whichever is later, for the person to be eligible for the month.

(5) When the department notifies the applicant of the amount of the premiums, the applicant shall
pay any premiums due as follows:

1. The premium for each month is due the fourteenth day of the month the premium is to cover.
EXCEPTIONS:  The premium for the month of initial billing is due the fourteenth day of the following
month; premiums for any months prior to the month of initial billing are due on the fourteenth day of
the third month following the month of billing.

2. If the fourteenth day falls on a weekend or a state holiday, payment is due the first working day
following the holiday or weekend.

3. When any premium payment due in the month it is to cover is not received by the due date,
Medicaid eligibility shall be canceled.

(6) Payments received shall be applied in the following order:
1. To the month in which the payment is received if the premium for the current calendar month is

unpaid.
2. To the following month when the payment is received after a billing statement has been issued

for the following month.
3. To prior months when a full payment has not been received.  Payments shall be applied begin-

ning with the most recent unpaid month before the current calendar month, then the oldest unpaid prior
month and forward until all prior months have been paid.

4. When premiums for all months above have been paid, any excess shall be held and applied to
any months for which eligibility is subsequently established, as specified in numbered paragraphs “1,”
“2,” and “3” above, and then to future months when a premium becomes due.

5. Any excess on an inactive account shall be refunded to the client after two calendar months of
inactivity or of a zero premium or upon request from the client.

(7) An individual’s case may be reopened when Medicaid eligibility is canceled for nonpayment
of premium.  However, the premium must be paid in full within the calendar month following the
month the payment was due for reopening.

(8) Premiums may be submitted in the form of cash, money orders, or personal checks to the de-
partment at the following address: Department of Human Services, Supply Unit A-Level, Room 77,
Hoover State Office Building, 1305 East Walnut, Des Moines, Iowa 50319.

(9) Once an individual is canceled from Medicaid due to nonpayment of premiums, the individual
must reapply to establish Medicaid eligibility unless the reopening provisions of this subrule apply.

(10) When a premium due in the month it is to cover is not received by the due date, a notice of
decision will be issued to cancel Medicaid.  The notice will include reopening provisions that apply if
payment is received and appeal rights.

(11) Form 470-3694, Billing Statement, shall be used for billing and collection.
c. Persons receiving assistance under this coverage group who become unable to work due to a

change in their medical condition or who lose employment shall remain eligible for a period of six
months from the month of the change in their medical condition or loss of employment as long as they
intend to return to work and continue to meet all other eligibility criteria under this subrule.
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d. For purposes of this rule, the following definitions apply:
“Assistive technology” is the systematic application of technologies, engineering, methodologies,

or scientific principles to meet the needs of and address the barriers confronted by individuals with
disabilities in areas that include education, rehabilitation, technology devices and assistive technology
services.

“Assistive technology accounts” include funds in contracts, savings, trust or other financial ac-
counts, financial instruments or other arrangements with a definite cash value set aside and designated
for the purchase, lease or acquisition of assistive technology, assistive technology devices or assistive
technology services.  Assistive technology accounts must be held separate from other accounts and
funds and must be used to purchase, lease or otherwise acquire assistive technology, assistive technol-
ogy services or assistive technology devices for the working person with a disability when a physician,
certified vocational rehabilitation counselor, licensed physical therapist, licensed speech therapist, or
licensed occupational therapist has established the medical necessity of the device, technology, or ser-
vice and determined the technology, device, or service can reasonably be expected to enhance the indi-
vidual’s employment.

“Assistive technology device” is any item, piece of equipment, product system or component part,
whether acquired commercially, modified or customized, that is used to increase, maintain, or improve
functional capabilities or address or eliminate architectural, communication, or other barriers con-
fronted by persons with disabilities.

“Assistive technology service” means any service that directly assists an individual with a disability
in the selection, acquisition, or use of an assistive technology device or other assistive technology.  It
includes, but is not limited to, services referred to or described in the Assistive Technology Act of 1998,
29 U.S.C. 3002(4).

“Family,”  if the individual is under 18 and unmarried, includes parents living with the individual,
siblings under 18 and unmarried living with the individual, and children of the individual who live with
the individual.  If the individual is 18 years of age or older, or married, “family” includes the individu-
al’s spouse living with the individual and any children living with the individual who are under 18 and
unmarried.  No other persons shall be considered members of an individual’s family.  An individual
living alone or with others not listed above shall be considered to be a family of one.

“Medical savings account” means an account exempt from federal income taxation pursuant to
Section 220 of the United States Internal Revenue Code (26 U.S.C. § 220).

“Retirement account” means any retirement or pension fund or account, listed in Iowa Code section
627.6(8)“f”  as exempt from execution, regardless of the amount of contribution, the interest gener-
ated, or the total amount in the fund or account.

75.1(40) People who have been screened and found to need treatment for breast or cervical cancer.
a. Medical assistance shall be available to people who:
(1) Have been screened for breast or cervical cancer under the Centers for Disease Control and

Prevention Breast and Cervical Cancer Early Detection Program established under Title XV of the
Public Health Service Act and have been found to need treatment for either breast or cervical cancer
(including a precancerous condition);

(2) Do not otherwise have creditable coverage, as that term is defined by the Health Insurance Por-
tability and Accountability Act (HIPAA) (42 U.S.C. Section 300gg(c)(1)), and are not eligible for
medical assistance under Iowa Code section 249A.3(1); and

(3) Are under the age of 65.
b. Eligibility established under paragraph “a”  continues until the person is:
(1) No longer receiving treatment for breast or cervical cancer;
(2) No longer under the age of 65; or
(3) Covered by creditable coverage or eligible for medical assistance under Iowa Code section

249A.3(1).
IAC 4/3/02, 11/7/07
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c. Presumptive eligibility.  A person who has been screened for breast or cervical cancer under
the Centers for Disease Control and Prevention Breast and Cervical Cancer Early Detection Program
established under Title XV of the Public Health Service Act, who has been found to need treatment for
either breast or cervical cancer (including a precancerous condition), and who is determined by a quali-
fied provider to be presumptively eligible for medical assistance under paragraph “a”  shall be eligible
for medical assistance until the last day of the month following the month of the presumptive eligibility
determination if no Medicaid application is filed in accordance with rule 441—76.1(249A) by that day
or until the date of a decision on a Medicaid application filed in accordance with rule 441—76.1(249A)
by the last day of the month following the month of the presumptive eligibility determination, which-
ever is earlier.

The person shall complete Form 470-2927 or 470-2927(S), Health Services Application, in order
for the qualified provider to make the presumptive eligibility determination.  Presumptive eligibility
shall begin no earlier than the date the qualified Medicaid provider determines eligibility.

Payment of claims for services provided to a person under this paragraph is not dependent upon a
finding of Medicaid eligibility for the person.

(1) A provider who is qualified to determine presumptive eligibility is defined as a provider who:
1. Is eligible for payment under the Medicaid program; and
2. Either:
� Has been named lead agency for a county or regional local breast and cervical cancer early detec-

tion program under a contract with the department of public health; or
� Has a cooperative agreement with the department of public health under the Centers for Disease

Control and Prevention Breast and Cervical Cancer Early Detection Program established under Title
XV of the Public Health Service Act to receive reimbursement for providing breast or cervical cancer
screening or diagnostic services to participants in the Care for Yourself Breast and Cervical Cancer
Early Detection Program; and

3. Has made application and has been specifically designated by the department in writing as a
qualified provider for the purpose of determining presumptive eligibility under this rule.

(2) The provider shall complete Form 470-3864, Application for Authorization to Make Pre-
sumptive Medicaid Eligibility Determinations (BCCT), and submit it to the department for approval in
order to be designated as a provider qualified to make presumptive eligibility determinations.  Once the
department has approved the provider’s application, the provider and the department shall sign Form
470-3865, Memorandum of Understanding with a Qualified Provider for People with Breast or Cervi-
cal Cancer Treatment.  When both parties have signed the memorandum, the department shall desig-
nate the provider as a qualified provider and notify the provider.

(3) When a qualified provider has made a presumptive eligibility determination for a person, the
provider shall:

1. Contact the department to obtain a state identification number for the person who has been
determined presumptively eligible.

2. Notify the department in writing of the determination within five working days after the date
the presumptive eligibility determination is made.  The provider shall use a copy of Form 470-2580 or
470-2580(S), Presumptive Medicaid Eligibility Notice of Decision, for this purpose.

3. Inform the person in writing, at the time the determination is made, that if the person has not
applied for Medicaid on Form 470-2927 or 470-2927(S), Health Services Application, the person has
until the last day of the month following the month of the preliminary determination to file the applica-
tion with the department.  The qualified provider shall use Form 470-2580 or 470-2580(S), Presump-
tive Medicaid Eligibility Notice of Decision, for this purpose.
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4. Forward copies of Form 470-2927 or 470-2927(S), Health Services Application, to the ap-
propriate department office for eligibility determination if the person indicated on the application that
the person was applying for any of the other programs.  The provider shall forward these copies and
proof of screening for breast or cervical cancer under the Centers for Disease Control and Prevention
Breast and Cervical Cancer Early Detection Program within two working days from the date of the
presumptive eligibility determination.

(4) In the event that a person needing care does not appear to be presumptively eligible, the quali-
fied provider shall inform the person that the person may file an application at the county department
office if the person wishes to have an eligibility determination made by the department.

(5) Presumptive eligibility shall end under either of the following conditions:
1. The person fails to file an application for Medicaid in accordance with rule 441—76.1(249A)

by the last day of the month following the month of the presumptive eligibility determination.
2. The person files a Medicaid application by the last day of the month following the month of the

presumptive eligibility determination and is found ineligible for Medicaid.
(6) Adequate and timely notice requirements and appeal rights shall apply to an eligibility deter-

mination made on a Medicaid application filed pursuant to rule 441—76.1(249A).  However, notice
requirements and appeal rights of the Medicaid program shall not apply to a person who is:

1. Denied presumptive eligibility by a qualified provider.
2. Determined to be presumptively eligible by a qualified provider and whose presumptive eligi-

bility ends because the person fails to file an application by the last day of the month following the
month of the presumptive eligibility determination.

(7) A new period of presumptive eligibility shall begin each time a person is screened for breast or
cervical cancer under the Centers for Disease Control and Prevention Breast and Cervical Cancer Early
Detection Program established under Title XV of the Public Health Service Act, is found to need treat-
ment for breast or cervical cancer, and files Form 470-2927 or 470-2927(S), Health Services Applica-
tion, with a qualified provider.

75.1(41) Women eligible for family planning services under demonstration waiver.  Medical assis-
tance for family planning services only shall be available to women as provided in this subrule.

a. Eligibility.  The following are eligible for assistance under this coverage group:
(1) Women who were Medicaid members when their pregnancy ended and who are capable of

bearing children but are not pregnant.  Eligibility for these women extends for 12 consecutive months
after the month when their 60-day postpartum period ends.

(2) Women who are of childbearing age, are capable of bearing children but are not pregnant, and
have income that does not exceed 200 percent of the federal poverty level, as determined according to
paragraph 75.1(41)“c.”

b. Application.
(1) Women eligible under subparagraph 75.1(41)“a” (1) are not required to file an application for

assistance under this coverage group.  The department will automatically redetermine eligibility pur-
suant to rule 441—76.11(249A) upon loss of other Medicaid eligibility within 12 months after the
month when the 60-day postpartum period ends.

(2) Women requesting assistance based on subparagraph 75.1(41)“a” (2) shall file an application
as required in rule 441—76.1(249A).

c. Determining income eligibility.  The department shall determine the countable income of a
woman applying under subparagraph 75.1(41)“a” (2) as follows:

(1) Household size.  The household size shall include the applicant or member, any dependent
children as defined in 441—subrule 75.54(1) living in the same home as the applicant or member, and
any spouse living in the same home as the applicant or member, except when a dependent child or
spouse has elected to receive supplemental security income under Title XVI of the Social Security Act.
IAC 3/12/08
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(2) Earned income.  All earned income as defined in 441—subrule 75.57(2) that is received by a
member of the household shall be counted except for the earnings of a child who is a full-time student
as defined in 441—paragraph 75.54(1)“b.”

(3) Unearned income.  The following unearned income of all household members shall be
counted:

1. Unemployment compensation.
2. Child support.
3. Alimony.
4. Social security and railroad retirement benefits.
5. Worker’s compensation and disability payments.
6. Benefits paid by the Department of Veterans Affairs to disabled members of the armed forces

or survivors of deceased veterans.
(4) Deductions.  Deductions from income shall be made for any payments made by household

members for court-ordered child support, alimony, or spousal support to non-household members and
as provided in 441—subrule 75.57(2).

(5) Disregard of changes.  A woman found to be income-eligible upon application or annual rede-
termination of eligibility shall remain income-eligible for 12 months regardless of any change in in-
come or household size.

d. Effective date.  Assistance for family planning services under this coverage group shall be ef-
fective on the first day of the month of application or the first day of the month all eligibility require-
ments are met, whichever is later.  Notwithstanding 441—subrule 76.5(1), assistance shall not be
available under this coverage group for any months preceding the month of application.

75.1(42) Medicaid for independent young adults.  Medical assistance shall be available, as assis-
tance related to the family medical assistance program, to a person who left a foster care placement on
or after May 1, 2006, and meets all of the following conditions:

a. The person is at least 18 years of age and under 21 years of age.
b. On the person’s eighteenth birthday, the person resided in foster care and Iowa was responsible

for the foster care payment pursuant to Iowa Code section 234.35.
c. The person is not a mandatory household member or receiving Medicaid benefits under anoth-

er coverage group.
d. The person has income below 200 percent of the most recently revised federal poverty level for

the person’s household size.
(1) “Household” shall mean the person and any of the following people who are living with the

person and are not active on another Medicaid case:
1. The person’s own children;
2. The person’s spouse; and
3. Any children of the person’s spouse who are under the age of 18 and unmarried.
No one else shall be considered a member of the person’s household.  A person who lives alone or

with others not listed above, including the person’s parents, shall be considered a household of one.
(2) The department shall determine the household’s countable income pursuant to rule

75.57(249A).  Twenty percent of earned income shall be disregarded.
(3) A person found to be income-eligible upon application or upon annual redetermination of eli-

gibility shall remain income-eligible for 12 months regardless of any change in income or household
size.

This rule is intended to implement Iowa Code sections 249A.3, 249A.4 and 249A.6.
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441—75.2(249A)  Medical resources.  Medical resources include health and accident insurance, eli-
gibility for care through the Department of Veterans Affairs, specialized child health services, Title
XVIII of the Social Security Act (Medicare), and other resources for meeting the cost of medical care
which may be available to the member.  These resources must be used when reasonably available.

75.2(1) The department shall approve payment only for those services or that part of the cost of a
given service for which no medical resources exist unless pay and chase provisions as defined in rule
441—75.25(249A) are applicable.

a. Persons who have been approved by the Social Security Administration for supplemental se-
curity income shall complete Form 470-2304, 470-2304(S), 470-0364, or 470-0364(S), SSI Medicaid
Information, and return it to the department.

b. Persons eligible for Part B of the Medicare program shall make assignment to the department
on Form 470-2304, 470-2304(S), 470-0364, or 470-0364(S), SSI Medicaid Information.

75.2(2) When a medical resource may be obtained by filing a claim or an application and cooperat-
ing in the processing of that claim or application, that resource shall be considered to be reasonably
available, unless good cause for failure to obtain that resource is determined to exist.

a. The member, or one acting on the member’s behalf, shall file a claim or submit an application
for any reasonably available medical resource, and shall also cooperate in the processing of the claim
or application.  Failure to do so without good cause shall result in the termination of medical assistance
benefits.

b. The medical assistance benefits of a minor or a legally incompetent adult member shall not be
terminated for failure to cooperate in reporting medical resources.  When a parent or payee acting on
behalf of a minor or legally incompetent adult member fails to file a claim or application for reasonably
available medical resources or fails to cooperate in the processing of a claim or application without
good cause, the medical assistance benefits of the parent or payee shall be terminated.

75.2(3) Good cause for failure to cooperate in the filing or processing of a claim or application shall
be considered to exist when the member, or one acting on behalf of a minor, or of a legally incompetent
adult member, is physically or mentally incapable of cooperation.  Good cause shall be considered to
exist when cooperation is reasonably anticipated to result in:

a. Physical or emotional harm to the member for whom medical resources are being sought.
b. Physical or emotional harm to the parent or payee, acting on the behalf of a minor, or of a legal-

ly incompetent adult member, for whom medical resources are being sought.
75.2(4) The department shall make the determination of good cause based on information and evi-

dence provided by the member, or by one acting on the member’s behalf.
75.2(5) When the department receives information through a cross-match with Iowa workforce

development department and child support recovery files which indicates the absent parent of a
Medicaid-eligible child is employed, the department shall send Form 470-0413, Obligor Insurance
Questionnaire, to the absent parent in order to obtain health insurance coverage information.  If the
absent parent does not respond within 15 days from the date Form 470-0413 is sent, the department
shall send Form 470-2240, Employer Insurance Questionnaire, to the employer in order to obtain the
health insurance coverage information.

This rule is intended to implement Iowa Code sections 249A.4, 249A.5 and 249A.6.
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441—75.3(249A)  Acceptance of other financial benefits.  An applicant or member shall take all
steps necessary to apply for and, if entitled, accept any income or resources for which the applicant or
member may qualify, unless the applicant or member can show an incapacity to do so.  Sources of bene-
fits may be, but are not limited to, annuities, pensions, retirement or disability benefits, veterans’ com-
pensation and pensions, old-age, survivors, and disability insurance, railroad retirement benefits,
black lung benefits, or unemployment compensation.

75.3(1) When it is determined that the supplemental security income (SSI)-related applicant or
member may be entitled to other cash benefits, the department shall send a Notice Regarding Accep-
tance of Other Benefits, Form 470-0383, to the applicant or member.

75.3(2) The SSI-related applicant or member must express an intent to apply or refuse to apply for
other benefits within ten calendar days from the date the notice is issued.  A signed refusal to apply or
failure to return the form shall result in denial of the application or cancellation of Medicaid unless the
applicant or member is mentally or physically incapable of filing the claim for other cash benefits.

75.3(3) When the SSI-related applicant or member is physically or mentally incapable of filing the
claim for other cash benefits, the department shall request the person acting on behalf of the member to
pursue the potential benefits.

75.3(4) The SSI-related applicant or member shall cooperate in applying for the other benefits.
Failure to timely secure the other benefits shall result in cancellation of Medicaid.

EXCEPTION:  An applicant or member shall not be required to apply for supplementary security in-
come to receive Medicaid under subrule 75.1(17).

This rule is intended to implement Iowa Code sections 249A.3 and 249A.4.

441—75.4(249A)  Medical assistance lien.
75.4(1) When payment is made by the department for medical care or expenses through the medi-

cal assistance program on behalf of a member, the department shall have a lien, to the extent of those
payments, to all monetary claims which the member may have against third parties.

a. A lien is not effective unless the department files a notice of lien with the clerk of the district
court in the county where the member resides and with the member’s attorney when the member’s eli-
gibility for medical assistance is established.  The notice of lien shall be filed before the third party has
concluded a final settlement with the member, the member’s attorney, or other representative.

b. The third party shall obtain a written determination from the department concerning the
amount of the lien before a settlement is deemed final.

(1) A compromise, including, but not limited to, notification, settlement, waiver or release of a
claim, does not defeat the department’s lien except pursuant to the written agreement of the director or
the director’s designee under which the department would receive less than full reimbursement of the
amounts it expended.

(2) A settlement, award, or judgment structured in any manner not to include medical expenses or
an action brought by a member or on behalf of a member which fails to state a claim for recovery of
medical expenses does not defeat the department’s lien if there is any recovery on the member’s claim.
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